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F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, record review, and interviews conducted during an abbreviated survey (652565), the 
facility failed to ensure that a resident, identified as an elopement risk, received adequate supervision to 
prevent elopement from the facility. This was evident for one (1) of five (5) residents (Resident #2) sampled. 
Specifically, on 11/29/2024 at 12:24 AM, Resident #2, who had severely impaired cognition, identified at risk 
for elopement, and was wearing a wander alert device, exited the facility building undetected by staff. Facility 
staff became aware Resident #2 was not in the building when Police Officers return the resident to the facility 
at 12:40 AM on 11/29/2024. Facility staff did not respond appropriately to an activated door alarm on 
Resident #2's unit. The findings include:The facility's ‘Security Guards' policy and procedure dated 08/2019 
documented the facility utilizes security guards to protect and provide safety to its residents and staff. 
Security guards are responsible for patrolling the nursing home's entrances and building, reporting all 
emergencies and unusual findings immediately to their supervisor. Document daily activities in the log book, 
assist residents as needed and within their scope of practice, escort personnel from nursing home to parking 
lot as necessary, assist the police when necessary, monitor telephone calls, review elopement binder every 
day and familiarize themselves with the residents who are wanderers, check wander guards for functionality 
daily, enforce nursing home policies regarding misconduct, perform diversified duties and other duties as 
appropriate when requested. The facility's ‘Wander Management Devices/Alarms/Doors' policy and 
procedure dated 09/01/2023 documented the facility shall utilize wander management systems and devices 
to promote resident safety while maintaining the east restrictive environment to protect the rights and dignity 
of the resident. Policy further documents that the wander management device alarms shall be audible and 
when utilized alert staff if resident wearing the device approaches or breeches the door. For exits that do not 
require a wander management device, the facility may install coded or alarming doors, and/or alarming 
magnetic door locks in areas of building that are not secured by a wander management device alarm. The 
alarm shall be audible and alert staff if the door is breeched.The facility's ‘Elopement Prevention' policy and 
procedure dated 03/13/2024 documented that the facility strives to promote resident safety while maintaining 
the least restrictive environment to protect the rights and dignity of the resident. The facility maintains a 
process to identify residents at risk for elopement, implement preventative strategies for those identified as 
an elopement risk, and conduct a missing resident procedure when necessary. Resident #2 was admitted to 
the facility from the hospital with diagnoses including Non-Traumatic Brain Dysfunction, and Alzheimer's 
Disease.The Minimum Data Set (a resident assessment tool) dated 09/18/2024 documented Resident #2 
had severely impaired cognition.A review of the Comprehensive Care Plan for Potential risk for elopement 
related to cognitive impairment/decline was initiated on 03/21/2023. The interventions documented for staff 
to provide a wander alert device, document all behaviors and distract resident from wandering by offering 
pleasant diversions. An Elopement Evaluation dated 09/18/2024 documented Resident #2 scored high risk 
for elopement. The interventions included identifying triggers for wandering, enhanced monitoring for exit 
seeking behavior, and place wander alert device on Resident #2's left wrist. A review of an Enhanced 
Monitoring sheet dated 11/28/2024 showed Resident #2 was being monitored every thirty minutes and was 
last seen at 11:00 PM. A nursing note dated 11/29/2024 at 1:06 AM by Registered Nurse Supervisor #2, 
documented Resident #2 returned to the facility by Police Officers on routine rounds. They found Resident 
#2 behind the facility. On return at 12:40 AM, Resident #2 stated they did not have any discomfort and that 
they wanted to go home. Resident #2 was assessed and there were no abnormal findings. Resident #2 was 
taken to their room where staff continued enhanced visual monitoring. The Police Officers asked to see all 
exit doors on the third floor, and all were in working order. Wander alert device check was done and was 
functioning as well. The facility's investigation dated 11/29/2024 documented that on 11/29/2024 at 12:40 
AM, Resident #2 was brought back to the facility by the police. Resident #2 was wearing their wander alert 
device. Resident #2 was unable to disclose how they got out of the building but communicated that they 
wanted to get fresh air on their face. Resident #2 was assessed by Registered Nurse Supervisor #2 and had 
no injuries, no complaints of discomfort and no evidence of emotional distress. The facility concluded that an 
elopement did occur, however, there is no reason to believe that any abuse or neglect occurred. During a 
telephone interview on 10/02/2025 at 11:59 AM, Certified Nursing Assistant #6 stated they were assigned to 
Resident #2 on the 3:00 PM - 11:00 PM shift and conducted corridor monitoring from 11:00 PM- 12:35 AM 
on 11/29/2024. They stated they are unsure about the last time they saw Resident #2, but that the resident 
was wearing the wander alert device on their ankle (unsure which ankle) when they saw them on 
11/29/2024. They stated Resident #2 was on 30 minutes observation for safety. They stated Resident #2 
wandered on the unit but never had exit seeking behavior. They stated they sat by the nurse's station with 
four (4) other residents as they watched the corridor. They stated they did not hear any unusual sounds or 
alarms going off while they were sitting by the nursing station. During an interview on 10/02/2025 at 12:58 
PM, the Administrator stated they received a voice message from the facility at approximately 4:00 AM or 
5:00 AM on 11/29/2024 reporting that Resident #2 eloped from the building, and that the resident was safely 
back in the facility. They stated the alarms on the 3rd and 4th floor [NAME] side were sounding low at the 
nursing stations because of the offices on those floors. They stated the wander alert device only triggers the 
alarm on the elevators, loading dock and the entrance door. They stated the exit doors on the units require a 
code to enter and exit the unit. They stated if a code is not entered, the alarm will be activated. They stated 
Resident #2 went down the staircase from the 3rd floor which led them directly to the dumpster area. They 
stated Resident #2 squeezed between the fence to the back street (behind the building). During an interview 
on 10/02/2025 at 5:06 PM, the Director of Nursing stated Resident #2 was at risk for elopement and that the 
resident went missing on 11/29/2024, and staff were not aware. They stated Resident #2 left their room 
undetected by staff and walked over to the other side of the corridor where offices are located. They stated 
Resident #2 was brought back to the facility by police on 11/29/2024 at 12:40 AM after being spotted walking 
behind the facility. They stated Licensed Practical Nurse #2 reported to them that they heard the alarm faintly 
and went to check the corridor and did not see anyone. They stated the staff should have done head count to 
ensure all residents are accounted for, but they did not. During a telephone interview on 10/03/2025 at 11:24 
AM, Security Officer #1 stated they worked from 12:00 AM-8:00 AM on 11/29/2024 and did not hear the 
alarm beeping or received a notification alert. They stated at 12:40 AM on 11/29/2024, two (2) Police Officers 
came to the facility requesting to speak with the nursing supervisor because they saw Resident #2 on the 
back street (behind the building) and believe the resident belongs to the facility. During a telephone interview 
on 10/06/2025 at 11:40 AM, Certified Nursing Assistant #7 stated they were assigned to Resident #2 on the 
11:00 PM - 7:00 AM shift on 11/29/2024. They stated they performed rounding at about 12:00 AM and it 
appeared that Resident #2 was in bed asleep. They stated when the Police Officers brought Resident #2 at 
12:40 AM, they went back to Resident #2's room and it appears that Resident #2 had tucked their pillows in 
the center of their bed and covered them with a sheet, so they thought the resident was in bed asleep.During 
a telephone interview on 10/07/2025 at 11:12 AM, Security Officer #3 stated they are unsure of the exact 
date and time but recall hearing an alarm. They stated the alarm panel by the security desk identified that the 
door alarm behind the building went off, so they checked the surveillance camera and did not see anything, 
and the door was closed, so they reset and silenced the panel from the security desk. They stated that they 
also checked the exit door that led to the parking lot and entrance, but did not see anything. They stated they 
did not physically walk to the exit door and check if anyone was there. They stated they did not inform the 
supervisor or anyone because they did not see anyone on the cameras.During a telephone interview on 
10/10/2025 at 10:06 AM, Licensed Practical Nurse #2 stated they were on their break in the dayroom and at 
approximately 12:24 AM. They stated as they were walking towards a resident's room, they heard the 
staircase alarm going off in the back, but the alarm was not audible while they were in the dayroom. They 
stated they disengaged the alarm and searched the adjacent offices, but did not inspect the staircase. They 
stated they did not see any residents wandering near the offices, so they immediately went to check the 
whereabouts of a resident who usually wanders on that side of the unit and that resident was in the dayroom 
with a staff. They stated there were about five residents at risk for elopement, but they only checked the 
resident who usually wanders on that side of the unit. They stated the protocol is to search the unit for 
missing residents and if a resident is not found, code gray for missing resident is activated and a head count 
is done. They stated they should have checked all for all the residents. They stated they informed Registered 
Nurse Supervisor #3 that they heard the alarm going off and thought it was the resident who usually wanders 
on that side of the unit, but that resident was accounted for. During a telephone interview on 10/14/2025 at 
9:20 AM, Registered Nurse Supervisor #3 stated on 11/29/2024 (unsure of time) they were sitting in the 
nursing supervisor's office located by the nurse's station but did not hear the activated door alarm. They 
stated they do not recall Licensed Practical Nurse #2 informing them that they turned off the door alarm after 
it was triggered. They stated if the alarm was triggered, staff should have checked the rooms, staircases and 
conduct a head count of all the residents.During a telephone interview on 10/16/2025 at 11:32 AM, Physician 
#2 stated they were informed by Registered Nurse Supervisor #2 on 11/29/2024 between 2:00 and 3:00 AM 
that Resident #2 walked out of the building and was returned to the facility by two (2) Police Officers. They 
stated Registered Nurse Supervisor #2 informed them that Resident #2 did not sustain any injuries. They 
stated they conducted a follow up visit (unsure of date/time) after the incident and assessed Resident #2 with 
no injuries. They stated Resident #2 could not recall leaving the facility. They stated Resident #2 had a 
diagnosis of dementia and was usually quiet. They stated when they did rounds, Resident #2 would verbalize 
that they wanted to go home to see their family but there was no indication they wanted to elope. They stated 
they were no reports made to them by the nursing staff that Resident #2 exhibited exit seeking behavior or 
verbalized desire to leave the facility.Based on the corrective actions taken by the facility there was sufficient 
evidence the facility corrected the identified non-compliance and was in substantial compliance for this 
specific regulatory requirement on 11/29/2024, prior to surveyors' onsite visit on 09/30/2025.Corrective 
Actions On 11/29/2024, the Elopement policy/procedure was reviewed. The alarm system was updated to 
include an alarm sounding at the nurse's station and at the security desk. On 11/29/2024, the Wander 
Management Devices/Alarms/Doors Policy/Procedure reviewed with no revisions made. On 11/29/2024, an 
Ad hoc Committee (Quality Assurance) meeting was held to discussed corrective actions to be taken. There 
was reemphasis on conducting elopement drills. On 11/29/2024, all staff members were in-serviced on target 
topic: Elopement/New Elopement prevention procedures. Registered Nurses 11/11 (100%), Housekeeping 
staff 12/12 (100%), Certified Nursing Assistants 78/78 (100 %), Licensed Practical Nurses 19/19 (100%), 
Security Guards 8/8 (100%), Recreation, Clerical staff and all administrative received in-service. Elopement 
drills were conducted on all shifts from 12/02/2024-01/05/2025. On 11/29/2024, Elopement risk audit done 
for 17 residents that were at risk for elopement. Residents' charts were audited to ensure the care plan, 
behavior monitoring and enhanced monitoring were being done, as well as the wander alert device were in 
place. On 11/29/2024, invoice documented that a repair of a gap in the middle of the gate was done. Six 
pieces of 1/2 inch square bars were welded on the gate behind the building. On 11/29/2024, an invoice 
documented 2 sirens were installed at the nursing station for stairwell C. On 12/11/2024, invoice documented 
wire run from existing lock/siren at 4th floor staircase C to new siren at front desk.10 NYCRR 415.12(h)(2)
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